Much of the empirical work of social scientists on the elderly in the last fifteen years has tended to refute the crude hypothesis that the expansion and reorganization of health and welfare services are made necessary by the modem family shedding its functions and responsibilities. Instead, there is support for an interrelated set of alternative hypotheses. There is accumulating evidence from many different countries today of frequent contacts between the majority of people aged 65 and over and some at least of their immediate relatives. Those who do in fact depend most on the welfare services and on some parts of the health services are the relatively isolated and handicapped elderly, who consist disproportionately of those lacking families. Directly and indirectly, attention has begun, therefore, to be concentrated on identifying these individuals and groups among the elderlywhom I am describing as the 'vulnerable minority'.
People Without Families
In different industrial societies, a majority of old people with children have daily contacts with one or more of their children. In a cross-national survey carried out in 1962 in , Shanas et al. (1968 found that only 13-15 % had not seen one of their children within the previous week, between 14 and 19 % either had no relatives or had seen none of them in the previous week, and between 1 and 3 % claimed to have had no visits in the previous week and no human contacts at all on the day previous to interview. This 
Changes over Time
Is there any evidence of changes over time? The numbers of old people in many societies have grown relative to the number of adults under 65 and this may have led to some vertical splitting of the network of surviving kin. It is becoming increasingly common for a grandmother and grandfather in their 60s to be caring for a widowed great-grandmother in her 80s.
Two different trends are having their impact on the number of people over 65 who are living with children. On the one hand the number of people in their 60s or early 70s who are living with an unmarried son or daughter is diminishing, partly because those now reaching retirement age have had fewer children (who, because they were born earlier in life, are older, have married and left home), and partly because proportionately fewer of the younger age groups remain unmarried than in the past, when perhaps some felt impelled to stay at home to care for a prematurely widowed parent. But, on the other hand, because more marriages survive into a frail old age, more children feel the need to offer a home to a parent in his or her 80s who may be widowed. In Britain, the spread of owner-occupation and the gradual improvement in dwelling space per person allows supplementary households in the same dwelling to be established more easily. It is also making proximate dwelling more feasible. One mistake commonly made in interpreting changes in family relationships is to assign undue importance to residence under the same roof; very close relationships can be and are maintained by many relatives who live in accommodation which is physically separate but near.
Family Status and the Social Services
How is degree of family or social integration related to demand upon the social services? The widowed are three or four times more likely to be in hospitals or residential homes than the married, and the unmarried are nearly twice as likely as the widowed to be in such institutions.
Marital status is, of course, only one rather crude index of social differentiation and integration. At one extreme will be the married old person with several sons and daughters and perhaps many grandchildren, still active in employment and among friends and neighbours in the locality. At the other will be the unmarried person whose brothers and sisters may be dead and who may have retired to an area which is relatively strange.
The public social services are used to a disproportionate extent by those whose family resources are nonexistent or weak. Moreover several research studies show that, even so, there are substantial numbers of people lacking a family who are eligible to receive services such as home helps and meals, but who are failing to apply for them (Harris 1968 , Williamson 1970 , Isaacs et al. 1971 .
Role ofOther Social Institutions
The vulnerability of many old people is not attributable simply to family structure but is compounded by more widespread negligence and discrimination on the part of society and, more specifically, government. The rules governing retirement have been introduced primarily by industry, with the agreement of the trade unions, and have beenreinforced by pension arrangements and national ideology. The rules defining pension levels are traceable to deprecatory valuation of the worth and indeed the needs of the retired not only by industry and political elites but by the employed and the public at large. These rules tend to discriminate in favour of men rather than of women, younger as compared with older pensioners, unmarried or married women as compared with widows, those who have been in continuous as compared with discontinuous employment, salaried earners as compared with wage-earners and skilled as compared with unskilled manual workers. Old people living in council-owned housing and in privately tenanted housing covered by legislation controlling rents and tenure have to a varying extent been protected against loss of security, homelessness and rapidly depreciating resources but others have not been so fortunate. The situation of old people is defined by differential access to a range of resource systems. Part of our problem is to identify these rules of resource systems which exclude some old people from benefits, or discriminate unequally among them.
Planning the Respective Functions ofFamily and Social Services
If we confine attention to integrative and caring functions, then the family, the community network of neighbours and friends and parts of the public welfare services are complementary. It is instructive to compare the role of the family with that of the public social services. The number of old people actually helped in their housework, provided with meals and cared for during illness is dwarfed by the numbers being helped by husbands and wives and relatives, and the number of bedfast aged who are cared for in the home is larger than in all hospitals and other institutions (Townsend & Wedderburn 1965) . For the foreseeable future the bulk of personal aid for the elderly must be supplied within the family. Although relatives sometimes bear great strain in caring for the elderly at home, they are often willing to shoulder considerable responsibility and to maintain this attitude after the old people have been admitted to hospital. The social conditions of long-stay hospitals and of residential hostels might be expected to conform more closely with the concept ofthe family home.
Implications ofthe Principle ofFamily Support
The Seebohm Committee was asked to review the welfare provisions of the community to find what were the conditions under which an effective family service might be achieved. Nowhere in the report was a full or consistent answer to this question offered, least of all in the chapter about the aged. The Secretary of State for Social Services appreciated this difficulty when introducing the second reading of the Personal Social Services Bill in the House of Commons in 1970. He sketched the substitutive and supportive functions of the reorganized local welfare service, but refrained from trying to spell out what that would involve (Townsend 1970). Had he done so he would have been bound to call attention to the failure to commit substantial new resources, and to reveal the flaccid ambiguities of the report and of subsequent statements by directors of social service departments about the objectives of reorganization.
Those in charge of the social services might take advantage more frequently, therefore, of the national resources and impulses of the community, particularly in family support, and work with them instead of, as so often today, against them. Yet vested interests of different kindsprofessional, bureaucratic and even class interests interrupt the continuity of family care or fail to imitate its intimacies and constructive strengths. More than £250 million is spent annually on longstay hospital care for the elderly and others, about £100 million on local authority residential care and rather less than £100 million on a range Section ofGeneralPractice 887 of community mental health and welfare services. The balance of priorities as symbolized by these ratios is misconceived and a lot of hard work is required to restore the right balance. I conclude, therefore, that the most effective development of policy for the vulnerable minority ofold people would arise from a searching attempt to work out the implications of adopting the principle of 'family support'. 
Adaptations to Loneliness in Old Age
The general practitioner who practises intelligently needs. to develop a philosophy concerning the nature of life and death as he is being increasingly involved in psychological and social diagnosis. His attitude to old agewhether it is a time of fulfilment or of renunciation and regressionwill determine the nature of the decisions he is required to make concerning old people. Value judgments based on the cohort of old people in the community today, who have low expectations of health care, may give our thinking too pessimistic a tone that could lead young people to fear old age and to be adversely prepared for its assumption. Generalizations about old people are inevitable, but some have gained acceptance and have become myths standing in the way of accurate thinking. For instance, not all old people change at an arbitrary time in their lives, nor is old age 'Requests for reprints may be addressed to: 24 Fryston Avenue, Croydon, Surrey a time of tranquillity. Living alone need not mean isolationit is often possible to feel more isolated in the midst of a family. One cannot measure the happiness of old people, but it is plain to see that many retain their balance and stability best by living in their own home, which by then has become a sort of love-object. The danger here is that professional workers may consider these homes unsatisfactory, and fail to realize that a social transplant can be disastrous. If one lives long enough, a sense of loneliness is inevitable as one outgrows ones contemporaries. But the ageing process, so long as it proceeds without shock or challenge, passes with little perception of it by the one who undergoes what to others can appear to be a marked morphological change. Certainly, living to become old may mean getting out of touch with the times, but the mass media are now available to compensate for the quicker march of events, and old people are often very interested.
Loss of intimate companionship must count among the chief of the dangers and can lead to eccentricity or depression among the more intelligent and sensitive; most old people, however, become inured to the uncompensated aridity of living alone. Doctors are most likely to encounter those to whom living alone is a source of unhappiness, and may wonder why a family refuses to take a parent. He would be advised not to make judgments and decisions without a full consideration of all the facts, and to avoid the temptation to proceed on simple concepts ofright and wrong. Very often such rejected parents have never in fact played the role of a true parent.
The pathology of loneliness can best be understood in old age as a regression towards primitive defence mechanisms and even a retreat into complete passivity in order to reduce sensory input. The role of the GP is to see that no old patient is medically alone. To do this he and his team must play a more active community role, keeping a register of all elderly patients so that a policy of preventive geriatrics can be planned with regular assessments of those who would otherwise not report. The physical dangers of living alone have to be accepted in this situation, but the dangers can be minimized by professional supervision. Many of these are well known, such as faulty gas and electrical appliances, dangerous obstacles and poor lighting, but the family doctor may encounter other less well recognized dangers such as chronic alcoholism, and even some of his own making connected with over-prescribing.
Finally, the family doctor may be instrumental in bringing to the attention of the planning authorities important faults and omissions in their housing projects; for example, high-rise flats, convenient as they may be, must have a warden service and, ideally, an individual telephone for each resident.
